H OPE HAS been recognised as a valuable human response (Dufault and Martocchio 1985, Herth 1990a ) but empirical studies of hope have resulted in varying definitions. Adolescents, ill and well, have defined hope as a belief that a personal tomorrow exists (Hinds and Martin 1988) . Adults confronted with lifethreatening situations have described it as a positive expectation that goes beyond visible facts (Fitzgerald 1971) .
Thirty-five years after the launch of the hospice movement in the UK the term 'palliative care' is still associated with cancer patients. However, Doyle and the Working Party on the Future of Palliative Care (1997) make it clear that the original remit has been widened to incorporate any dying person. They state that: 'It is the right of every person with a life-threatening illness to receive appropriate palliative care wherever they are. It is the responsibility of every healthcare professional to practise the palliative care approach, and to call in specialist palliative care colleagues if the need arises as an integral component of good clinical practice, whatever the illness or its stage.' Therefore, although this research was carried out in a hospice setting, its findings could be relevant in any care setting where people are receiving palliative care.
A growing body of research is emerging on palliative care (Froggatt et al 2003) . Until recently there has been limited research on the concept of hope in those with advanced terminal illness (Herth and Cutcliffe 2002) . Early articles focus on hope as being energising in situations of adversity and are almost synonymous with finding meaning. For example, Korner (1970) and McGee (1984) document strong relationships between hope and survival in Nazi concentration camps. Frankl (1964) , a psychiatrist, writes about his experiences as a prisoner in such a camp and the significant impact of maintaining hope even in such dire conditions. These early accounts have been interpreted as demonstrating that having hope endows people art&scienceresearch with psychological and physical energy in adverse conditions.
Over the past decade studies on hope have been primarily concerned with individuals in the advanced stages of cancer or human immunodeficiency virus (HIV). Quantitative studies have concentrated on the relationship between hope and psychosocial variables such as age, activity and fatigue levels across the dying trajectory. Qualitative studies have sought to elucidate the meaning of hope for terminally ill people and how hope is maintained and engendered.
Cutcliffe (1995) , Flemming (1997) and Urquhart (1999) focused on the meaning of hope for palliative care patients. Hope was described as being an inner power or strength that can enrich lives and enable individuals to look beyond their pain, suffering and turmoil. Herth (1990a) was the first person to conduct research that aimed to define hope in patients receiving palliative care and to identify strategies that foster and hinder hope. These strategies are important to nurses who often assume a primary role in the care of terminally ill people and are in a strategic position to foster or hinder hope (Herth 1990a ).
This study replicates Herth's (1990a) study, which until now is the only published study to use a longitudinal design combined with method triangulation to research the terminally ill patient population. Herth's (1990a) study explored hope in a convenience sample of 30 patients receiving hospice care. It identified seven hope-fostering categories and three hope-hindering categories (Box 1).
Several qualitative studies have appeared in the literature since the study by Herth (1990a) . PostWhite et al (1996) conducted a qualitative descriptive study exploring meanings of hope and strategies used to sustain hope in 32 patients with cancer. Five themes were identified (Box 1). These themes are similar to those described by Herth, with the exception of light-heartedness, affirmation of worth and uplifting memories, all of which were not specifically identified.
Flemming (1997) conducted a qualitative study and interviewed four dying patients. She focused on meaning and identified three specific areas that influenced hope: ■ The maintenance of the disease as it existed at the time of the interview, underpinned by hope of a cure. ■ The existence and presence of significant family members and an anticipated future with them. ■ The maintenance of positive interest in the individual by healthcare professionals. Benzein et al (2001) conducted narrative interviews with 11 patients with cancer receiving palliative care. They concluded that a tension exists between hoping for a cure and living in hope that encompasses 'reconciliation and comfort with life and death'. Living as normally as possible and experiencing relationships in which the patients' terminally ill status was acknowledged were important to patient hope. However, the person is valued for who they are and not categorised by the disease that they have.
There is a consensus between the earlier anecdotal accounts and the later qualitative research that hope is associated with finding meaning and using one's inner resources, as well as being a source of psychological energy. In all four studies in palliative care settings, affirming personal relationships and relationships with caring staff emerged as central to maintaining hope.
Setting goals and working to reach these goals are components of hope. These concepts might be transferable to other settings. These could include long-term care residences for older people, some of whom will have experienced 'social death' associated with breaking ties with the past and giving up their home, and also younger people facing progressive chronic illness.
The tension between mortality and immortality is a recurring theme. There is a cognitive acknowledgement of the prognosis but not always an emotional recognition that hope and dreams for a future may be curtailed. Benzein et al (2001) described hope for a cure as being inexhaustible in terminal illness.
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Categories that foster hope Herth (1990a) Post-White et al (1996) Interpersonal connectedness Affirming relationships (Fah et al 2003) . Gould (2002) states that 'replication studies might be the best way to build up evidence, on which to base high quality patient care'. It was decided to replicate Herth's (1990a) work because it identified categories that foster and hinder hope, and her study also examined hope over time during the dying trajectory. The study, similar to Herth's (1990a) study, aimed to investigate the meaning of hope during terminal illness, to identify strategies that terminally ill individuals use in maintaining and fostering hope during the final stage of life, and explore any changes in hope during the dying trajectory so that strategies that foster hope could be designed. A further aim was to learn if similar findings to Herth's (1990a) study might occur in patients receiving palliative care in England.
Methods
The research method consisted of three elements: a background data form (BDF), the Herth Hope Index (HHI) (Herth 1990a ) and a semi-structured interview with five questions. BDF The information elicited from this form included age, sex, diagnosis, and fatigue and activity levels. These factors have been identified in the literature as possible correlates with hope (Farran et al 1995) . HHI This is a 12-item 1-4-Likert-type scale designed by Herth (1990a) to be used in the clinical setting with acute, chronically and terminally ill adults. Summative scores can range from 12-48, with a higher score denoting greater hope. Testing of the HHI with a convenience sample of 172 ill adults (Herth 1992 ) identified a strong Cronbach Alpha Coefficient of 0.97, with a strong two-week testretest reliability (r=0.91). Reliability means that a measure can be relied on consistently to give the same result if the aspect being measured has not changed; desired reliability is above 0.75. Testretest reliability is the consistency in the answer at different time points such as the two-week time frame in this study; desired test-retest reliability is above 0.75. It has undergone more psychometric testing since 1992 and has consistently maintained strong reliability and validity in varied adult populations. It was developed to be user-friendly and as brief as possible to take into account the fact that patients might be fatigued by multiple items/questions (Herth 1996) . Interview The semi-structured interview consisted of five questions, identical to those used in Herth's (1990a) study (Box 2). The questions were specifically designed to elicit hope as embodied in the patient's experience as opposed to theoretical or preconceived concepts of hope.
The interviews were audiotaped with the patient's permission. At the beginning of each interview the patients were made aware of the questions that would be asked. The aim was to establish an honest and open relationship. The interviewer then asked the patient to tell the story of his or her illness experience. At an appropriate time, usually after about 20 minutes, the interview guide questions became the focus. It was believed that by 'telling their story' participants would feel more at ease and provide more reflective responses to the questions.
All first interviews were conducted in the participant's own home and all four second interviews took place in the inpatient hospice unit. During the first interviews, four participants chose to have family members present and this did not seem to affect the rapport between researcher and participant. Family members played little part in responses unless participants sought confirmation or invited them to fill in 'gaps' in their story. At the end of each interview, participants were asked whether they would be willing to be interviewed again if they were admitted to the inpatient hospice unit -all agreed. The four second interviews were conducted with only the researcher present. Participants decided the timing of the interviews and chose not to have a family member present. Ethical issues Permission for the study was granted by the ethics committee of the local hospital trust. Ethical considerations in undertaking qualitative research with hospice patients, as outlined by Raudonis (1992) , were followed. Raudonis (1992) specifically cautions that researchers should acknowledge the dynamic nature of end stage illness and ascertain the willingness of the participant to continue with the second interview. Written informed consent was obtained from all the participants. Recruitment A convenience sample of 16 terminally ill individuals receiving hospice care was recruited. Eligible participants were adults under the care of a semi-rural hospice. It has an inpatient unit of 15 beds and has approximately 200 patients in the community at any one time. All participants, who had a diagnosis of terminal cancer or motor neurone disease, were aware of their diagnosis and had discussed their prognosis with the clinical nurse specialist (CNS). The patients were all receiving regular home visits from the CNS. Prognosis for these patients was expressed in terms of months.
Initial contact was made with the participants through the community CNS, who discussed the study with potential participants, reassured them that participation or non-participation would not affect the care they were receiving, and gave them an introductory letter. The CNS then contacted 
Box 2. Interview guide questions
them the following day by telephone for a decision. The CNS and researcher felt it was important to give potential participants time to consider their decision. The work of the CNS in the hospice has evolved to include an advocacy role. A researcher then visited the patients who had agreed to take part in the study within three days. The BDF, HHI and interview were completed on the first visit. Not all participants were admitted to the inpatient hospice unit before they died and interviews took place within three months. Data analysis The responses from the interviews were content analysed, using a data reduction technique (Miles and Huberman 1984) . All transcripts were read twice to get a naive impression of the data. Coding began on the third reading. Significant observations made from the text were highlighted and emerging categories were written in the margin (Talbot 1995) . Following further reading and analysis, categories and sub-categories were recognised. The transcripts were photocopied, enabling a researcher to cut one set of transcripts and paste all 16 participant responses on to paper in the identified categories and subcategories. The data were then left for a week (Jowett and Shanley 1993) . This was to allow the researcher to return to the data after a period of rest and contemplation to reduce the risk of missing important concepts that might not have been apparent during the primary analysis. On returning to the data the initial exercise of reading three times using the recent unmarked transcripts was repeated and no new categories or sub-categories emerged. The authors argue that this method showed how many participants had contributed to each category and sub-category and, while the sample in this research was small, the similarity between the 16 participants' responses supports the categories and sub-categories. Guba and Lincoln's (1989) four objectives of credibility, confirmability, dependability, and transferability guided the researcher to establish trustworthiness. To assess confirmability and credibility an independent qualitative researcher randomly selected seven interview transcripts to review. Using the same methodology as the researcher, she sought to determine whether the data fell into the same categories and sub-categories. She concluded that the categories and sub-categories identified were commensurate with those emerging from the interview transcripts and confirmed the content analysis to be 'rigorous and sound'.
In addition, four participants were revisited to discuss findings from the study. All four felt that what they had said had been represented. These four expressed interest in knowing the outcome of the study. These were not the participants who had been interviewed twice because those four patients had died before the data were analysed.
The complete dissertation of this study contains liberal provisions of extracts aiding comprehension of how each category and sub-category was decided on. Talbot (1995) states that the qualitative researcher should provide a rich and thick description of the database that enumerates everything that another would need to know to comprehend the researcher's conclusions. Holloway and Wheeler (1996) feel that such steps will aid transferability of the research. To ensure further dependability, the researcher kept a reflexive journal throughout the research process in which all aspects that affected the process of data collection and analysis were included. Limitations of the study While the participants in this study continued to experience hope in spite of their nearness to death, the generalisability of this phenomenon should be viewed cautiously. Depression or depressive symptoms can affect the ability to find hope in difficult circumstances but, once depression is treated, people generally feel more hopeful (Farran et al 1995) . This is important, because according to Wilson et al (2000) 'there is a substantial body of evidence demonstrating that the prevalence of depressive disorders in the terminally ill patient is much higher than average'. This was a convenience sample and it might be that these participants wanted to take part because they felt hopeful. The potential of selection bias should, therefore, be taken into account when considering the findings.
Study characteristics
The participants were aged between 56 and 92 years, five were males and 11 were females. All were caucasians: 14 had cancer in varied sites and two had end stage motor neurone disease. Ten of the participants lived with their spouses, one with her daughter and five lived alone, two of these were divorcees, two were widows and one a widower. When asked the question 'what does hope mean?', five people equated hope with being positive and optimistic. Five also stated that the love of their family was part of the meaning of hope for them. Seven people talked of hope for a cure, although they also acknowledged their poor prognosis. Six referred to 'living in the present', making the most of each day, and three talked of hope in relation to 'coping' with the end stages of their illness. One patient defined his hope as an absence of depression. As in Herth's (1990a) study, hope emerged as 'dynamic and complex in nature'. To the participants in this study it seemed easily accessible and episodes of loss of hope were transient. Herth (1990a) reports that terminally ill patients defined hope as 'an inner power that facilitates the transcendence of the present situation and movement toward new awareness and enrich- art&scienceresearch ment of being'. This description seems congruent with hope as described by the participants in this study. The optimism and positive attitudes cited could be described as an inner power and embodiments of hope, that is family love, suffering least, as serving to enrich being. Categories that foster and hinder hope The participants identified categories that foster hope as helping them to remain hopeful in the event of facing their mortality. As in Herth (1990a) , seven hope-fostering categories were identified and three hope-hindering ones. Although terminology and interpretation might differ slightly, the categories are similar to each other (Box 3). Love of family and friends All 16 participants acknowledged family and friends as being important to fostering hope. Five talked of meaningful relationships being directly helpful. One said: 'I couldn't cope with dying without R [husband], he keeps me hopeful.' Being loved and giving love was cited as important to 13 participants. Just being with family and close friends was important to the hoping process. Participants particularly mentioned children and grandchildren as fostering hope. One said: 'Seeing my granddaughter in her Brownie uniform -that's hope to me.' Some people enlarged on this and expressed hopes for the future of their children and grandchildren. This has been described as mature hoping by Hinds and Martin (1988) and seems to be as psychologically nurturing as hoping for a personal future. One participant said: 'I really hope my grandson will become a professional footballer, he has set his heart on this.' It might be, as Herth (1990a) suggests, that the human presence of family and friends restores human-centred dignity and affirmation of being, which are necessary for the emergence of hope. Spirituality/having faith Fifteen of the 16 participants felt that having faith in a spiritual world encouraged hope. Five identified a strong Christian faith as being extremely important to them. Seven talked of their faith in God, linking it with their families. One said: 'In this crisis, basic Christianity is coming back and the love of my family is a big part of that.' Three people did not have a religious faith but believed in a spiritual world incorporating life after death. They also emphasised the importance of having faith in others. One said: 'You have got to be able to have faith in the people who are treating and helping you.'
One person claimed to have no spiritual beliefs and felt that death was 'the end'. The researcher visited him a second time when he was in the hospice days before his death. He was restless and appeared frightened. His family did not visit him and he turned his friends away. He said hope was still important to him but it was becoming 'less and less accessible'. For most of the participants faith was important; faith in God, faith in an afterlife, faith in family and friends as well as faith in professionals. The concept of faith was central to their hoping and the expression of their faith was unique for each person.
Setting goals and maintaining independence
For 11 of the 16 participants, hope was linked with working towards self-set goals and achieving these was a source of pleasure. For some patients the goals were clearly not attainable. A 58-year-old patient, who was bedridden said in July: 'My next trip will be at the end of October to Fiji and then, if I can get rid of these swollen legs, I'll spend Christmas in Sydney, Australia, with my son.' He was still alluding to a future of some months hence, although his prognosis was expressed in terms of Some mentioned specific people with whom they had an ongoing relationship. One said: 'If I'm low, I tell her [CNS] and we talk. It helps.' Some mentioned specific incidences, for example, when bad news was broken. Other participants highlighted particular wards where they felt the overall attitude of the staff helped them to remain hopeful. Some cited both. The striking aspect of this category was how much the 'little things' matter. For example, patients cited the importance of carers 'bothering' to find out what name they preferred to be called by, being courteous and willing to answer questions. Humour Six participants mentioned humour when talking about maintaining hope. Two people had received radiotherapy on a daily basis. Both valued the camaraderie that developed between them and other patients receiving similar treatments. The other participants were part of support groups and described the ability to laugh together about shared misfortune as being very important to maintaining hope. Four of the participants referred to humour as being an important inner resource. One said: 'Mixing in the right company, which makes you cheerful, that helps. Their cheerfulness keeps you going.' Personal characteristics Personal characteristics were mentioned by 12 of the participants. Being positive and determined to maintain optimism in the face of deterioration was the theme of these comments. One said: 'I'm the sort of person who always keeps going no matter what.' Uplifting memories While patients did not directly identify uplifting memories as a element that fosters hope, some lapsed into recalling good memories as they spoke. In several instances the memories recalled concerned their children when they were young, for example, happy memories of family holidays. Remembering 'youth' seems to be important to hope.
Patients had little trouble identifying times when they had felt hopeless. Herth (1990a) found the same phenomenon and suggests that one reason why periods of feeling hopeless come to mind so quickly may be because they are times when patients feel frightened and out of control. Analysis of categories that hinder hope in this research matches Herth's (1990a) supposition. As in Herth's (1990a) study, the hope-hindering categories were uncontrollable symptoms, for example, abandonment and isolation, pain and discomfort, and devaluation of personhood.
Abandonment and isolation This related to instances when patients felt unable to share their fears and anxieties either with relatives, friends or healthcare professionals. One woman said her husband was good and loving but he had never allowed her to talk about her illness. She intimated that she would rather he was absent on occasions when she wanted to talk. Similar comments were made by participants in Herth's (1990a) study. Herth comments on this stating that emotional withdrawal while remaining physically present was worse than physical withdrawal. However, there were also examples of married couples that had not talked together about dying and that was acceptable for them. They intimated that words were not really necessary; they both knew and understood that death was going to part them physically. Uncontrollable pain and discomfort Losing independence was an important issue for most participants. One woman lost hope dramatically as she lost the use of her legs. She said: 'I envy anyone that can walk six steps.' In situations where symptoms could be controlled, the loss of hope was transient and relatively easy to put to one side. Ten participants could remember days when pain or nausea was so bad that they 'wanted to die'. One man said: 'I was in so much pain at the time that it really would have been a relief to slip away, then the next day you feel better and wonder "why on earth did I feel like that?".' Devaluation of personhood Just as small gestures, such as being courteous and ready to engage in conversation, could provide hope, offhand and non-caring remarks could hinder it. In eight examples, the news of a cancer diagnosis being delivered in a perceived non-caring, offhand manner, caused feelings of hopelessness. The patients were made to feel like a 'non-person' (Herth 1990a ) at one of the most significant events in their life.
Quantitative analysis: HHI and other variables
The overall hope scores at first interview ranged from 24-48, with a mean score of 39 (SD=4.34) ( Table 1) . A high level of hope was denoted in spite of terminal illness. These findings complement the results of the semi-structured interview. The range in Herth's (1990a) study differed only slightly (16-45), but the mean score of 39 was identical. Chronology of hope Four second interviews were carried out to provide longitudinal data that would examine hope over time. Of the four participants, two were male and two female, all had cancer, two were bedridden and two could get up with assistance. Their ages ranged from 58 to 72 years. All four died within 23 days of the second interview. They were very fatigued at the interview. After re-establishing rapport, the HHI was completed with them and conversation was generated around the responses to the questions on the HHI.
38 nursing standard november 17/vol19/no10/2004 art&scienceresearch For participant D, the HHI score decreased from 44 to 35 and this could have been attributed to the recent paralysis of her legs. For participant O the score decreased from 31 to 24 and might have been related to his inability to connect with friends or relatives and his fear 'of the end' because he had no faith in life after death. Participant P's HHI increased from 27 to 37. At the second interview she was in the inpatient hospice unit where her children could visit freely and she could openly talk about her illness. She could not talk freely at home about her illness. Participant J's score remained at 39. While he had confronted the fact he was dying, he also maintained hopes and dreams of a future that was not to be. In this case he discussed plans for holidays spanning a future of three years. He died eight hours after the interview.
The qualitative and quantitative data facilitated the understanding of hope. The HHI validated the semi-structured interviews. In this study a low score on the scale where responses negatively correlated with hope did not mean that the participants were hopeless. As one participant said: 'Just now, hope is less accessible to me.'
The implications of this study are extremely important for nurses in all healthcare settings. By the nature of our work we have sustained contact with dying patients. Traditionally, 'caring' is seen as the nurse's role and, as Herth (1990a) highlights, 'nurses can serve as catalysts to create internal and external conditions that foster caring relationships between terminally ill people and their families and friends and professional caregivers'. This research highlights important areas for all members of the multidisciplinary team involved in caring for dying patients (Box 3). The important and positive aspect of this work is that the implications for practice presented are not new. Aspects of care that we know intuitively to be good practice, nurture hope. Sustaining hope is an intuitive part of human nature and of nursing practice. Caring practices are the essence of good care.
Love of family and friends emphasises the importance of extending care to family and friends. Particular emphasis on the importance of children and grandchildren was evident. Seeing children and grandchildren inspired hope in patients. In the past it has not been uncommon for parents and professionals to try to protect children from the death of family members by not including them in discussions and not telling them the truth. Exclusion leads to isolation, leaving children unsupported in their feelings and unprotected from their fantasies (Monroe 2003) . Dyregov (1991) concurs with Monroe (2003) that children have the same needs as adults in wanting to know what is happening and should be given the opportunity to express their feelings and ask questions.
The task for the multidisciplinary team is not only to welcome children as visitors but also to give help and direction to parents in supporting children to cope with grief. The first step is to reassure them that children should be included in the family scenario when someone is dying. They should be supported in visiting dying relatives and be given honest information about what is happening. Children should not necessarily be excluded from family discussion and meetings with members of the multiprofessional team. Creating childfriendly areas in wards is a good starting point. Welcoming and supporting children associated with the dying person not only helps patients to feel more hopeful but also encourages a more positive experience for children.
Considering spirituality in its widest sense and supporting the individual's faith is vital. The National Institute for Clinical Excellence (NICE) guidance on cancer services (NICE 2004) Maintaining independence for as long as possible is important for the hoping process; for example, using models of nursing that encourage a partnership approach that gives control to patients. Helping patients to use their inner resources to optimise their quality of life and make a healthy adaptation to facing mortality is central to the holistic approach (Buckley 2002a). When people are weakened by fatigue the challenge is to find a balance between helping and nurturing independence.
Being able to foster empathic relationships with patients based on trust promotes hope, as does courtesy and respect. For patients who feel abandoned and isolated, hand or foot massage can bring psychological warmth and comfort (Buckley 2002b). Two quasi-experimental studies demonstrated the positive effect on morale of massage and aromatherapy massage in dying patients (Corner et al 1995 , Wilkinson et al 1995 . Busy ward staff could enlist the help of trained volunteer complementary therapists to provide this service in the absence of therapists being available as part of the multidisciplinary team. Teaching relatives and friends how to give a hand and foot massage can provide an intimacy that illness may have precluded. Murray Parkes (1991) suggests that being able to contribute to the care of dying patients might help relatives and friends to cope with the grieving process.
Remembering precious moments in dying people's lives can also promote hope. Relatives and friends can support patients by participating in remembering the important events of their life and the good times they shared. Reminiscence can be aided using photographs and looking at them together. Leaving the photographs on the patient's locker will enable staff to join in this activity. One patient the researcher nursed benefited from his son making an audio tape of his favourite music. The patient would play the music when receiving nursing care and recall important aspects of his life as he listened.
Dying people maintain a sense of humour and being able to share that with them can be enriching for patients and carers. Herth's (1990b) study of 14 terminally ill patients concluded that 'humour is essential, if not even more essential, during the terminal phase of an illness than at other times during illness and health'. Self-help groups, formed by two participants in this study, worked well and, in particular, both talked of the importance of humour in that group. The authors believe that more exploration of the nurse's role in supporting humour in and outside of self-help groups needs to be undertaken.
Good pain and symptom management is essential to maintain a hopeful state. Healthcare professionals should continue to develop skills of assessment aiming to anticipate and minimise potential problems in these areas. Historically, a palliative approach has been pioneered in cancer care as part of the hospice movement. Healthcare professionals working in palliative care now have a role in helping to ensure that the body of knowledge that guides good pain and symptom management is shared with colleagues in all disciplines of health care.
Sometimes listening to patients, 'being there' and demonstrating empathy can be challenging, as can facilitating caring relationships in families. Self-awareness is a valuable asset to healthcare professionals. Wakefield (2000) recommends that palliative care nurses should practise relentless self-care so that they can continue to support dying patients. Dunniece and Slevin's (2002) qualitative study stresses that the experienced nurse's practice of caring, and his or her commitment to sharing a patient's journey towards his or her mortality, is vital. Therefore, looking at self-awareness and self-care should be an integral part of training in communication skills to help support staff caring for dying patients.
The HHI is a potentially useful tool in the clinical situation. As well as providing a measure of hope over time, it could also be useful to initiate conversation with someone who is troubled but finds it difficult to talk. Looking at the HHI with an empathic person could allow the patient to talk about how he or she feels in an abstract way or provoke sharing of emotions and anxieties.
The meaning of hope in these participants was equated with the love they felt for family and friends, their own inner resources and spirituality. Central also to hope was being goal-focused and maintaining independence. As disease progresses, so goals are 'scaled down'. This adaptation seemed to evolve with surprising ease in most participants. In three terminally ill patients, as activities of daily living became more limited, so 'bedside nursing' became more important. Being courteous, friendly, able to laugh with patients and maintaining good levels of 'basic' care are paramount to the ability of patients to maintain a feeling of hopefulness. For many, the hope becomes a 'mature' hope (Hinds and Martin 1988) , that is, hope for others in their family rather than a personal hope. This study also concurs with Benzein et al (2001) in that hope for a cure seems to be inexhaustible in terminal illness.
This study, like Herth's (1990a) , has confirmed that hope is important to the terminally ill population both in America and England and losing it increases psychological pain and distress. In all instances in this study the loss of hope was transient. Sustaining hope is closely associated with sustaining a caring relationship with dying patients and facilitating relationships between the terminally ill person and their family and friends 
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